B
reast augmentation is one of the aesthetic surgery procedures most frequently performed in Europe and the United States. In the past few years, increasing patient demand for a return to normal activity soon after surgery has led to new surgical and anesthesia techniques to reduce both the recovery period and the incidence and severity of postoperative complications. 1 Since 1997, we have been using well-monitored sedation anesthesia in our breast augmentation procedures.
We reviewed the cases of 1050 consecutive women, ranging in age from 20 to 41 years, who underwent a total of 650 subpectoral and 400 subglandular breast augmentations under well-monitored sedation anesthesia between January 1997 and March 2003. Particular indications for these breast augmentations are listed in the Table. 2 On the basis of the American Society of Anesthesiologists classification system, 85.4% of these patients were categorized as class I, 14.0% as class II, and 0.6 % as class III. 3 In all patients, cardiopulmonary function was well monitored; the anesthesia protocol for sedation included fentanyl citrate, propofol, and, if required, a narcotic agent. 4 We routinely performed a physical examination and took a medical history before surgery. We then determined the patient's desired implant size by inserting different implant samples in her bra.
Technique
Make preoperative markings with the patient standing; mark pockets and check and correct different levels of inframammary lines to provide symmetrical and pleasing results (Figures 1 and 2 ). 5 Thirty minutes before surgery, administer oral premedication consisting of 1 g paracetamol and 10 to 15 mg of diazepam, depending on the patient's weight and anxiety level.
Secure the patient's arms to the armboards of the operating table. Arrange for supplemental oxygen and intraoperative monitors, including pulse oximetry and continuous electrocardiography, before sedating the patient. Administer intravenous antibiotics along with 0.2 mg of Robinul (First Horizon Pharmaceutical Corp., Alpharetta, GA). Before administering local anesthesia and nerve block, administer 2 mL of intravenous fentanyl for 3 to 4 minutes, then inject a total of 25 to 35 mL of bupivacaine as follows: (1) block intercostal nerves, from ribs 2 through 8, with 0.25% bupivacaine and (2) inject the interspace of ribs 2 through 6, 1 to 1.5 cm lateral to sternocostal junctions ( Figure 3) . Next, with a number-22 spinal needle, infiltrate 100 mL of 0.25% lidocaine with epinephrine 1:200,000 plus 40 mL of sodium chloride around the glands and subglandular areas that cover the parasternal line, the inframammary fold, the midaxillary line, and superiorly to the level of the third rib (Figure 4) . At the same time, administer 25 to 100 μg/kg/min propofol intravenously.
Wait 15 minutes for the local anesthesia to take effect and begin surgery with an axillary, preareolar, or inframammary incision, depending on the placement of the implant and the degree of breast ptosis. We usually choose an inframammary incision between 3 and 4 cm long and 1.5 cm below the inframammary fold. Next, dissect medially to the parasternal line, laterally to the midaxillary line, superiorly to the third rib, and inferiorly to the new inframammary fold. 2 We prefer the subglandular approach for ptotic breasts, breasts with adequate glandular tissue, and tubular breasts. 6 For breasts with inadequate glandular tissue,
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Volume 24, Number 3 C l i n i c a l I n s i g h t s aplasia, and severe hypoplasia, we prefer the submuscular approach. After the pocket is dissected, perform electrocautery hemostasis with a fiberoptic retractor, then change to powderless gloves to insert the implant (already moistened with saline solution) into the pocket. Suture the defect without any tension in 2 layers with Vicryl 4-0 and Monocryl 5-0 (Ethicon, Inc., Somerville, NJ), then apply sterile surgical tape.
Results
Among our patients, recovery time ranged from 30 to 60 minutes, depending on the duration of the proce-dure, the intraoperative doses of fentanyl and propofol administered, and the age of the patient. We encountered no instances of pulmonary embolism, cardiovascular complications, or postoperative infection. Nausea and emesis occurred in fewer than 0.01% of patients. All patients were discharged 2 to 3 hours after surgery (depending on the duration of the operation) and encouraged to return to normal activity within 2 days. Nausea, vomiting, hospital-acquired infections, and cardiovascular and pulmonary complications are factors that usually prevent patients from returning to normal activity soon after surgery. These complications have been reported in other studies involving general or another form of sedation, 7, 8 depending on the duration of the operation and the type and dose of intraoperative sedative used. 9 Compared with general anesthesia, monitored sedation anesthesia results in a shorter recovery time and a decreased incidence and severity of cardiopulmonary complications such as deep vein thrombosis and pulmonary embolism. 4, 10, 11 Our clinical experience indicates that well-monitored sedation anesthesia offers safety and convenience with fewer complications and less postoperative discomfort, resulting in a briefer recovery period and predictable return to full normal activity within 48 hours. ■
